
What is there in salicylate of ammonium that ar¬
rests high fevers so abruptly? Had the quinine, in
the two intermittent fever cases, neutralized all ma¬
larial poison and, when the salicylate was given, ush¬
ered in the sweating stage? Or, was it the germicidal,
antiseptic and antipyretic powers of the salicylate that
acted so happily? May it not have been the supply¬
ing the nitrogenous waste with the ammonia? There
is a something in its make-up that subdues arterial
tension and chemically destroys the microorganisms
in the blood. Its effects seem to be as marked in
one case as in another, whether malarial, measles, or

whooping-cough complicated with broncho-pneumo¬
nia. Professor W. S. Haines once said to his chem¬
istry class that he believed it possible to so perfect
the science of chemistry, and so thoroughly under¬
stand disease, that we may neutralize and destroy
the disturbing element in the system with the proper
chemical, timely and scientifically administered. The
three patients recovered rapidly, while in the one
with whooping-cough the fever was greatly reduced
three different times.

The drug is not stimulating, but rather depressing,
and should be carefully watched when given to chil¬
dren in doses of from 2 to 3 grains every one or two
hours, and should depression occur, use some diffu¬
sible stimulant. I have thus far used Mallinckrodt's
preparation and given it in pure water, which makes
a pleasant medicine that children take readily.

MEDICAL PROGRESS.

Open Incision and Immediate Rectification
in Congenital Club-foot.\p=m-\In an article on this
subject read before the New York Academy of Med-
icine, on Dec. 12, Dr. Charles N. Dixon says:

A description of the treatment of club-foot will be
facilitated by a division of the deformity into the fol-
lowing three classes: 1. Those that can be easily
reduced by manipulation. 2. Cases in which there
are contractures of fasci\l=ae\and tendons. 3. Cases
in which all the tissues are greatly shortened.

It is a common observation that certain cases of
club-foot in young children, when handled and ma-
nipulated, can easily be placed in a normal position;whereas in other cases in which the deformity is less
marked, little can be effected without the aid of the
knife. It is only in this first class of cases that man-
ipulation and fixation will lead to a permanent re-
sult. In the great majority of cases it is but a waste
of time to attempt to treat the deformity without di¬
vision, at least, of the tendo-Achillis and plantarfascia.

It has been my practice, previous to any operativeinterference whatever, to subject the foot to a thor¬
ough process of manipulation and in this way discov¬
er the amount of resistance that it is necessary to
overcome with the knife, and at the same time elim¬
inate all fibrous bands and adhesions that readilyyield to the force of the hand. All who have had
much experience in the treatment of talipes must

have observed, that even in the infant under chloro¬
form the clubbed foot, when pressed by the hand or
other force, into the best position it can be made to
assume, immediately on removal of the pressure
springs back into its abnormal position. It is, how¬
ever, possible by a few minutes' manipulation and
pressure so to overcome the resiliency of the tissues
that the foot does not readily spring back into its old
position. If the foot be grasped by both hands of
the surgeon and gradually but persistently unfolded
and twisted into a normal position, at first it gradu¬
ally yields and becomes improved in position, but
soon the shortened structures on the inner side of
the foot become tense and refuse to yield; it now
becomes a contest between the muscles of the sur¬
geon and the resistance of the deformed tissues. If
the force be steadily continued and even increased,
not by fits and starts, but continuously and persist¬ently, the soft tissues still further yield, the bony sur¬
faces glide on each other, and the foot assumes a
position more nearly approaching the normal than
would have been thought possible. If at any time
during this operation there seems to be danger of
fracturing the bones, the force used should be inter¬
mitted but not entirely let up. If the operation is
well performed, at the expiration of ten minutes or
so the elasticity of the tissues seems to be exhausted
and the foot lies limp and flaccid, without that ten¬
dency to spring back which it had previously pos¬sessed. More can be accomplished in ten minutes
by manipulation in this way than by ten weeks of
plaster dressing according to the old method. It
must be remembered, however, that only the simplest
cases can be successfully treated without operation,but this preliminary manipulation should form a partof the treatment of club-foot in all its various de¬
grees. Most cases will require at least division of
the tendo-Achillis and plantar fascia, and the generalrigidity of the foot should be the guide in determin¬
ing the further extent to which the tendons, fasciae,
and ligaments need division.

Whenever the tense structures on the inner side
of the foot prevent its unfolding and rectification,
owing to their short condition, they should unhesi¬
tatingly be divided by open incision. In this waythe time necessary to a cure is shortened, the ten¬
dency to relapse is diminished, and the treatment of
congenital talipes is placed on a sound anatomical
basis. As Dr. Phelps puts it: "More can be done
with a scalpel or tenotone in five minutes than can
be accomplished in weeks and often months by all
the mechanical appliances known to surgery. "

In the second and third classes of cases operative
procedures are always necessary. As Dr. Lewis
Sayre well says, "contractured tissues cannot be
stretched." The distinction between these two
classes of cases should be left to the judgment of
the surgeon.

It should be our aim to produce rectification of
the deformity, with as little operative procedure as
possible. In many cases the subcutaneous division
of the plantar fascia, together with one or more ten¬
dons, will be all that is necessary, and after their
division the distortion can be reduced. But if after

Downloaded From: http://jama.jamanetwork.com/ by a University of Manitoba User  on 06/16/2015



subcutaneous division of these structures the foot
cannot be replaced, it is better to perform the open
operation and divide the tendon of the tibialis pos-
ticus, the internal lateral ligament, and all other tis¬
sues which offer resistance to the complete redress-
ment of the foot, if necessary, extending the incision
to a linear section of the astragalus and other bones
of the tarsus.

Operation.—The method of operation is as follows :

Thorough antiseptic precautions being observed, so
as to secure organization of the blood-clot according
to tne Morris-Schede method. The foot is rendered
bloodless by means of an Esmarch bandage. First,
the tendo-Achillis is divided subcutaneously, and the
foot thoroughly flexed, so as to overcome the equi-
nus. Then an imaginary line is drawn from the pro¬
cess of the internal malleolus to the tuberosity of the
scaphoid bone. Taking the middle portion of this
line, an incision is made downward and slightly back¬
ward, across the inner side of the foot, following the
direction of the transverse wrinkle for a distance of
an inch and a half. The nerve and artery may be
protected by being drawn to one side of the wound
by means of a blunt hook, which is held in the hand
of an assistant. The foot is gradually unfolded, and
the shortened and contracted structures are divided
as they present themselves and offer resistance to
replacement, in the following order : skin, connective
tissue, tendons of the tibialis posticus, flexor longusdigitorum, abductor hallucis, flexor hallucis longus,
together with the internal lateral ligament. A teno-
tome should then be glided beneath the skin, so as
to divide the plantar fascia and the muscular struc¬
ture of the flexor brevis digitorum. These tissues
should be cut by a series of nicks rather than by a

prolonged incision. The wound is allowed to fill
with coagulated blood, and dressed with Lister's
protective, sublimate gauze, and a plaster bandage.The first dressing is allowed to remain four weeks, at
the end of which time the wound should be healed.

After-treatment.—After the wound is entirelyhealed, a water-glass shoe is applied, with which the
patient is allowed to walk. The glass shoe, if it does
not become wet, retains its shape for six to twelve
weeks. Hausmann, of Hamburg, recommends for
the after-treatment a shoe which is made as follows :
The toes are thoroughly padded with cotton-wool,
then the foot is covered with a woolen stocking. A
strip of tin one inch in width is applied along the
dorsum of the foot, in order to protect the skin when
the shoe is cut off. A sole formed of stiff paste¬
board is fitted to the foot, and over this another
stocking is fitted. A plaster bandage one and a half
inches in width is then applied to the foot, so as to
form a shoe extending up to the ankle-joint. While
still moist, the plaster cast is cut down the dorsum
and sprung off. The shoe thus formed is thoroughlydried in an oven, and covered with leather, so as to
make a shoe which can be laced up and removed
from time to time.—Medical News, Jan. 21, 1888.

Excision of the Tongue for Epithelioma.—
Barwell describes his method and its application
in a recent case as follows :

The method is this. Strictly in and along the mid¬
dle line an opening is made about one-third of an
inch long immediately in front of the hyoid bone,
through the raphé of the mylo-hyoid. The genio-hyoid and genio-hyoglossus muscles are separated
with the handle of the scalpel until the deep surface
of the mucous membrane forming the floor of the
mouth is reached. By means of Liston's needles
carried under this membrane to, or even beyond, the
last molar teeth, threads are passed on each side
into the buccal cavity, which in their turn draw flex¬
ible wire-twist, first into, then out of, the mouth, in
such wise as to surround the base of the tongue as
far back as one will. An écraseur working with this
wire severs that part of the organ. Then the loop
of another écraseur is passed between the teeth,
pressed well down on the first incision, and divides
the structures beneath the tongue.

In this way, then, I operated on August 6th, on

George G, aged 47, who had a large epithelioma on
the left side of the tongue, behind its middle; the
induration, however, extended very far back and
across to the other side of the organ. No enlarged
glands could be felt. The ulcer was extremely sensi¬
tive; eating and even swallowing caused pain and
trouble to him, while the very foul condition of the
mouth took away all desire for food. During the
operation but very few drops of blood were lost.
Very soon after recovery from the anaesthetic he
wrote on the slate that he was pretty comfortable.
Aug. 8 : there had been a copious flow of saliva ar.d
other secretions from the supra-hyoid wound. The
patient daily took a large quantity of milk and beef
tea, with, he says, more ease than he had done for a
long time. The wound was frequently syringed and
the mouth rinsed with a 1 in 60 solution of carbolic
acid, and the breath was hardly at all tainted. 24th :
On the 16th the man could comfortably eat finely
minced meat, and had gained flesh since the last re¬

port. 30th : He left the hospital, the tongue wound
being firmly cicatrized on the 27th. He was able
to eat very well, and for the last ten days has been
able to enunciate with considerable distinctness.—
Lancet, December 31, 1887.

Osteotenorrhaphy for Ruptured Patellar
Tendon.—In the case of a woman, set. 60 years,who ruptured the inferior ligamentum patellae, Ceci
performed osteotenorrhaphy by a new method.
When he saw the patient two days after the accident
the knee was considerably swollen, there was a hard
lump under the patella, and on the tuberosity of the
tibia, where the tendon is attached, was a gap. Com¬
pression was tried for four days without result, and
Ceci then made an oblique incision from the internal
condyle of the femur to the head of the fibula. On
opening the joint the capsular ligament along the
whole anterior and lateral border of the tibia, in¬
cluding the internal ligament, was torn from the
tibia, the inferior patellar ligament was drawn up and
fixed by fresh, easily broken-up adhesions. After
washing out with a 2.5 per cent, solution of carbolic
acid, Ceci bored obliquely through the lower border
of the tuberosity of the tibia, by means of his bore
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for suture of the patella, carried a strong silk thread
through, then 3 cm. above the site of the rupture,
through the patella ligament, and tied it. Several
fine sutures were carried through the ruptured bor¬
der of the capsule. The skin was then sutured. No
drainage. The patient recovered without fever,
with perfect, functional use of the knee.—Centralbl.
f. Chirurgie, No. 51, 1887.

Amylene Hydrate as a Hypnotic.—Dr. Avili.es
draws the following conclusions from recent trials of
this drug in Riegel's clinic:

1. Amylene hydrate is a hypnotic upon whose ac¬
tion one can depend when a sufficient dose is given.
Comparative trials have shown that amylene hydrate
is stronger than paraldehyde, but weaker than
chloral.

2. Amylene hydrate acts on people that are ac¬
customed to hypnotics, though it is not necessary to
give larger doses than 4 grams.

3. Sleep usually comes on quickly, and without a

stage of excitation. This sleep is deep or light ac¬

cording to the size of the dose, though it is always
easy to awaken the sleeper. When the person is
awakened he is always clear, answers readily, and
goes to sleep again if left undisturbed.

4. With small doses the sleep lasts from two to
three hours, and with large doses from six to eighthours (the larger doses being from 2 to 3.2 grams).

5. The respiration is not changed by the drug.
6. Sphygmographic tracings taken by Riegel on

different patients showed that the use of amylene
hydrate does not cause any change in the pulse or

blood-pressure except those that are normal to
normal sleep.

7. The patients never have the bad taste and
smell after taking amylene hydrate, when theyawake, as they do aftertaking paraldehyde.

8. It is not known yet whether a habit is formed
But in none of the cases observed was it necessary
to increase the dose after the drug had been re¬

peatedly given.
Unpleasant secondary effects were observed in

only two cases, and only three patients refused to
take the drug. It was used in different internal dis
eases, and had an especially favorable effect in
icterus and icteric itching. For these affections
Eichhorst has recommended chloral, but amylene
hydrate is better because it does not cause that weak
ened condition of the heart that chloral does. No
contraindications to the use of the drug were found.
In severe disturbance or trouble of the stomach
clysters are recommended, and the following formula
may be used : 3 grams of amylene hydrate, and 25
grams each of distilled water and gum arabic.—
Deutsche med. Wochenschrift, No. 1, 1888.

Ligation of the Common Carotid in a Diph¬
theritic-Scarlatinous Abscess Cavity.—Selen-
kow reports the case of a girl, aet. 9 years. On the
third day of an attack of scarlet fever she was taken
with diphtheria, and on the sixth day there was con¬
siderable swelling of the cervical glands on the rightside. After a week a large fluctuating abscess was
opened by a small incision, and a thin drainage tube

put into the cavity. On the third day the dressings
were stained with blood, which spurted out in a
stream when the dressings were removed. The
haemorrhage was arrested by pressure. The com¬
mon carotid was tied in two places at the level of
the cricoid cartilage and cut. There was left-side
paralysis for about three weeks, which was still par¬
tial after six months, and at this time there were

great weakness, chordic disturbances, and inability
to concentrate the attention. The patient answered
questions slowly, and stuttered somewhat. The
intellect, though not brilliant before, was weak.
There was no clear pulsation on the right external
maxillary and temporal. The left hand was held in
extreme flexion and pronation, the fingers balled into
a fist, and the thumb drawn into the palm. The
patient could change this position only by a strong
effort of the will. During sleep the hand and fingers
were spontaneously relaxed, to return to the ab¬
normal position again when the patient awoke. A
slight blow on the dorsum of the finger caused
momentary extension. The muscles on the radial
side of the forearm were somewhat atrophied. The
left foot was turned inwards slightly, and in walkingthe right leg was dragged a little.—Centralbl. für
Chirurgie, Jan. 7, 1888.

Chloride of Drumine.—Dr. Reíd, the intro¬
ducer of this substance to the profession, reports his
use of drumine as follows :

A short time ago I had occasion to treat a severe
case of sciatica. Having had a little drumine chlo¬
ride on a filter paper I scraped it off, dissolved it in
water, and then filtered it. I injected min.  . of the
solution, and in half an hour 3j of solution (strength
unknown; as the powder was mixed with filter paper,
it was weak, but it paralyzed the sense of taste on
the tongue). There was soon great relief, and ease
of movement replaced the previous stiff back, so
that the patient walked easily down stairs in an hour,
when the jarring of ordinary walking formerly gave
him much pain. No local or aftereffects appeared,
although the powdered drug was six months old.—
Australasian Medical Gazette, October, 1887.

Antipyrin in Epilepsy.—Lemoigne concludes
that in most cases of epilepsy antipyrin is inert, and
that the cases in which benefit may be expected
from it are :

1. Cases in which epileptic seizures are induced
by menstruation.

2. Cases in which paroxysms are induced by irri¬
tation of intestinal parasites.

3. Cases in which the attacks are attended by mi¬
graine.

In these cases antipyrin in doses of grm. 2 a day
is superior to bromide of potassium.— Gazette Mid.
de Paris, Dec. 24, 1887.

Hypodermic Injections of Chloride of Sodium
in Collapse.—Dr. Rosenbusch, writing in a Polish
journal, describes some cases of collapse from hrema-
temesis and haemoptysis in which hypodermic injec¬
tions of chloride of sodium acted most satisfactorily.
—Lancet, Dec. 24, 1887.
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